To determine the mediators that are elevated in the vitreous humor according to the aetiology of the uveitis, we examined the concentrations of 21 inflammatory cytokines, 7 chemokines, and 5 colony-stimulating/growth factors in vitreous samples from 57 eyes with uveitis associated with intraocular lymphoma (IOL, n = 13), sarcoidosis (n = 15), acute retinal necrosis (ARN, n = 13), or bacterial endophthalmitis (BE, n = 16). Samples from eyes with idiopathic epiretinal membrane (n = 15), which is not associated with uveitis, were examined as controls. Heat map analysis demonstrated that the patterns of inflammatory mediators in the vitreous humor in eyes with uveitis were disease-specific. Pairwise comparisons between the 5 diseases showed specific elevation of interferon-α2 in ARN and interleukin (IL)-6, IL-17A, and granulocyte-colony stimulating factor in BE. Pairwise comparisons between IOL, ARN, and BE revealed that levels of IL-10 in IOL, RANTES (regulated on activation, normal T cell expressed and secreted) in ARN, and IL-22 in BE were significantly higher than those in the other 2 types of uveitis. These mediators are likely to be involved in the immunopathology of specific types of uveitis and may be useful biomarkers.
Uveitis affects more than 2 million people worldwide 1 , is a leading cause of visual impairment in the working population, and accounts for 10% of the worldwide burden of blindness 2 . Uveitis is defined as intraocular inflammation involving the iris, ciliary body, and choroid and has more than 60 known aetiologies 3 . Depending on the aetiology, uveitis is classified clinically by the International Uveitis Study Group as infectious uveitis (IU), non-infectious uveitis (NIU), masquerade syndrome (malignant), or other (idiopathic) 4 . IU is caused by infectious agents, including viruses, bacteria, fungi, and protozoa. Acute retinal necrosis (ARN) is a representative type of IU and is a devastating necrotising retinitis caused by herpes simplex virus (HSV) or varicella zoster virus (VZV) 5 . Bacterial endophthalmitis (BE) is also a leading IU that causes severe necrotising retinitis and dense vitritis; it usually progresses rapidly and has a poor visual prognosis. On the other hand, intraocular lymphoma (IOL), also known as vitreoretinal lymphoma, is representative of masquerade syndrome, which is characterised by two ocular manifestations, i.e., vitreous cellular infiltration and subretinal tumor infiltration 6 . IOL is a life-threatening disease because of its high relapse rate in the central nervous system despite aggressive systemic chemotherapy and/or radiotherapy 7 , and its 5-year overall survival rate has been reported to be 61% 8 . Therefore, in clinical practice, early diagnosis of uveitis and appropriate aetiology-specific treatment is important. However, the diagnosis of uveitis is often challenging because there are many disease entities involved and their clinical features may be similar.
A diagnosis of uveitis can be expected in about 60-70% of cases using a systematic approach that includes history-taking, clinical examination, laboratory tests, and other investigations 9, 10 . Tapping of aqueous humor or vitreous biopsy is sometimes needed to confirm the diagnosis, especially in cases that are suspicious for IU or masquerade syndrome. The samples obtained are used for laboratory tests, including polymerase chain reaction (PCR) to detect the DNA of microorganisms causing IU 11 , culture for bacteria or fungi, smears for cytology, the interleukin (IL)-10/IL6 ratio, and/or immunoglobulin heavy chain (IgH) rearrangement, which is needed for a diagnosis of IOL 7 .
Inflammatory cytokines and chemokines are elevated in the aqueous and vitreous fluid of eyes with uveitis, especially pan-uveitis, in which intraocular inflammation involves both the anterior chamber and posterior segment, and play a major role in the pathogenesis and persistence of intraocular inflammatory and degenerative diseases 12, 13 . However, there have been no published comparisons of the levels of these mediators in the vitreous fluid of eyes with uveitis according to aetiology, e.g., IU, NIU, and masquerade syndrome. In this study, we determined the levels of 33 inflammatory mediators (Table 1) in vitreous samples from patients who were grouped according to aetiology of uveitis (IOL, sarcoidosis, ARN, or BE) and from controls with idiopathic epiretinal membrane (ERM, a disease that does not include uveitis). We then compared the levels of these inflammatory mediators between the eyes with uveitis according to aetiology and with those in the controls to identify the cytokines that are specifically elevated in each of four diseases that cause uveitis. Table 2 shows the characteristics of the 56 patients with uveitis and the 15 controls with ERM examined in this study. The mean age of the study population at the time of vitrectomy was 63.6 ± 13.8 years. The patients with ARN were relatively younger than those in the other study groups. The male to female ratio was higher in the idiopathic ERM, ARN, and BE groups and lower in the IOL and sarcoidosis groups. Best-corrected visual acuity before vitrectomy was worse in patients with BE. In the ARN group, PCR was positive for VZV-DNA in 12 cases (92.3%) and for HSV-DNA in 1 case (7.7%). In the BE group, cultures of vitreous specimens were positive in 6 cases (37.5%); the remaining 10 (62.5%) were negative but all were positive on PCR for the 16S bacterial ribosomal RNA gene 14 and responded to antibiotic therapy. The patients' clinical details at the time of sample collection are summarised in Supplementary Table S1 . We collected samples from eyes with ARN or BE earlier in relation to the onset of symptoms than from those with IOL or sarcoidosis. The level of intraocular inflammation (anterior inflammation, presence or absence of hypopyon, and vitreous opacity) at the time of surgery was the most severe in eyes with BE. Retinitis at the time of surgery was more severe in eyes with ARN or BE ( Supplementary  Table S1 ). Table 3 summarizes the concentrations of the 33 inflammatory mediators identified in all 71 patients in this study. Figure 1 shows a heat map of these inflammatory mediators analysed by supervised hierarchical clustering of the 5 disease entities, in which group A constitutes mediators particularly elevated in both ARN and BE, group B those elevated in IOL, ARN and BE, group C those elevated particularly in BE, and group D those elevated particularly in ARN. A heat map analysis using unsupervised hierarchical clustering of the patients according to the similarities in their inflammatory mediator profiles identified 6 main groups: clusters I and II, which included all patients with ERM (n = 15); cluster III, which included most cases of ARN (8 of 13); cluster IV, which included most cases of BE (13 of 16); cluster V, which included most cases of sarcoidosis (13 of 15); and cluster VI, which included all cases of IOL (all 13 samples from 12 patients; Supplementary Fig. S1 ).
Results
A multi-group statistical analysis using the Kruskal-Wallis test ( Supplementary Table S2 ) revealed significant differences in the levels of 31 of the 33 inflammatory mediators (the exceptions being IL-12p40 and interferon [IFN]-β) between the 5 disease entities (p < 0.05). Scatter plots for all the mediators are shown in Fig. 2 and the pair-wise statistical data in Tables 4 and 5 . Fifteen of the 33 mediators were significantly elevated in IOL, 16 in sarcoidosis, 24 in ARN, and 26 in BE when compared with those in ERM (p < 0.005; Table 4 ). There was no significant difference in the levels of IL-12p40, IL-15, IL-26, or IFN-β between any of the 4 disease groups with uveitis when compared with the ERM group. Pairwise comparisons using the Mann-Whitney U test with Bonferroni correction revealed that IFN-α2 in ARN and IL-6, IL-17A, and granulocyte-colony stimulating factor (G-CSF) in BE increased in an aetiology-specific manner (p < 0.005; Table 5 ). The IFN-α2 levels in ARN (271.5 ± 476.3 pg/ml, 77% detection) were respectively about 710-fold, 1000-fold, 800-fold, and 240-fold higher than those in the ERM (0.38 ± 0.98 pg/ml, 20%), IOL (0.26 ± 0.36 pg/ml, 46%), sarcoidosis (0.34 ± 1.29 pg/ml, 7%), and BE (1.13 ± 3.71 pg/ml, 19%) groups (Table 3) . IL-6 and IL-17A levels in BE (1611.8 ± 1193.7 pg/ml and 104.3 ± 115.6 pg/ml, respectively, 100% detection of both) were respectively about 3000-fold and 58-fold, 710-fold and 19-fold, 86-fold and 18-fold, and 3.3-fold and 7.7-fold higher than those in ERM (0.53 ± 0.7 pg/ml and 1.79 ± 0.58 pg/ml, 53% and 100%), IOL (2.28 ± 2.12 pg/ml and 5.38 ± 3.18 pg/ml, 92% and 100%), sarcoidosis (18.7 ± 47.4 pg/ml and 5.81 ± 2.82 pg/ml, 93% and 100%) and ARN (484.9 ± 617.2 pg/ml and 13.6 ± 18.3 pg/ml, 100% in both). The G-CSF levels in BE (102.0 ± 194.7 ng/ml, 88% detection) were respectively about 37,000-fold, 3600-fold, 12,000, and 75-fold higher than those in ERM (2.77 ± 3.28 pg/ml, 47%), IOL (28.1 ± 32.1 pg/ml, 77%), sarcoidosis (8.19 ± 11.0 pg/ml, 53%), and ARN (1.37 ± 2.74 ng/ml, 100%), indicating that levels of G-CSF were more significantly increased than those of IL-6 and IL-17A in BE.
Furthermore, pairwise comparisons of IOL, ARN, and BE using Bonferroni correction showed that the vitreous levels of IL-10 in IOL, RANTES (regulated on activation, normal T cell expressed and secreted) in ARN, and IL-22 in BE were significantly higher than in the other 2 disease groups (p < 0.0166, Table 5 , Fig. 2 ). The IL-10 level in IOL (780.3 ± 684.3 pg/ml, 100% detection) was respectively about 1400-fold, 620-fold, 4.0-fold, and 7.8-fold higher than that in ERM (0.56 ± 0.60 pg/ml, 47%), sarcoidosis (1.26 ± 1.30 pg/ml, 53%), ARN (194.9 ± 135.2 pg/ ml, 92%), and BE (100.2 ± 197.7 pg/ml, 94%; Table 3 ). The level of RANTES in ARN (223.2 ± 180.1 pg/ml, 92%) was respectively about 170-fold, 3.6-fold, 5.2-fold, and 3.3-fold higher than that in ERM (1.33 ± 1.42 pg/ml, 47%), IOL (61.8 ± 49.7 pg/ml, 100%), sarcoidosis (42.9 ± 55.1 pg/ml, 93%), and BE (66.8 ± 89.5 pg/ml, 94%). The level of IL-22 in BE (75.3 ± 122.2 pg/ml, 75%) was respectively about 17-fold, 16-fold, 1500-fold, and 9.7-fold higher than that in ERM (4.54 ± 7.73 pg/ml, 53%), IOL (4.77 ± 5.60 pg/ml, 46%), sarcoidosis (0.05 ± 0.18 pg/ml, 7%), and ARN (7.75 ± 26.3 pg/ml, 15%).
Next, we examined the relationship between inflammatory mediator levels and severity of intraocular inflammation at the time of sample collection. The severity of intraocular inflammation at this time was determined by grading cells in the anterior chamber using a semi-quantitative scoring system (0 to 4+; described later in the Patients and Methods section). The 72 eyes were divided according to the cells in the anterior chamber into a 0-1 cell group (1+ or less) and a 2-4 cell group (2+ or more), and the concentrations of 33 mediators were compared between the two groups ( Supplementary Fig. S2 ). Most of the mediators (27/33) were present in significantly higher concentrations in the 2-4 cell group than in the 0-1 cell group, whereas those of IL-10 and IL-26 were significantly higher in the 0-1 cell group. Moreover, the eyes were divided into the vitreous haze (VH) into a VH 0-1 group (1+ or less) and a VH 2-4 group (2+ or more), and the concentrations of 33 mediators were compared between the two groups ( Supplementary Fig. S3 ). Majority of the mediators (20/33) had significantly higher concentrations in VH 2-4 group than in VH 0-1 group.
Furthermore, after finding large differences in inflammatory mediator levels between the group with infectious uveitis (ARN and BE) and the group with non-infectious uveitis (IOL and sarcoidosis), we performed supervised hierarchical clustering across the inflammatory mediator expression levels in each group separately www.nature.com/scientificreports www.nature.com/scientificreports/ to identify the disease-specific mediators in each group ( Supplementary Figs S4 and S5 ). In the infectious group, there appeared to be higher expression levels of smaller clusters of cytokines (IL-27p28, IL-12p40, IL-26, IFN-α2, IFN-β, enclosed by the red line) in the eyes with ARN compared to those with BE ( Supplementary Fig. S4 ). In the non-infectious group, there seemed to be a difference in the expression levels of other cytokines (MCP-1, IFN-γ, and IL-10) between the eyes with IOL and those with sarcoidosis ( Supplementary Fig. S5 ).
Discussion
In this study, we examined the vitreous concentrations of immune mediators in eyes with uveitis caused by IOL, sarcoidosis, ARN, or BE and in control eyes (with ERM, a disease that does not include uveitis). Our data suggest that the aetiology-specific inflammatory mediators that are elevated in the disease entities associated with uveitis included in this study are IL-10 in IOL, RANTES and IFN-α2 in ARN, and IL-6, IL-17A, IL-22, and G-CSF in BE. These mediators may be involved in the immunopathology of uveitis in different disease entities and contribute to the differences in its clinical characteristics.
At first, we demonstrated that the vitreous humor showed similar patterns of inflammatory mediators in eyes with uveitis depending on the aetiology (Fig. 1 ). The immune mediators in group A consisted mainly of tumor necrosis factor alpha (TNF-α) and a variety of inflammatory cytokines and chemokines produced by peripheral blood leukocytes when stimulated by TNF-ɑ, including IL-1 receptor antagonist, IL-1β, IL-6, IL-8, IL-17A, RANTES, macrophage inflammatory protein (MIP)-1α, MIP-1β, and interferon gamma-inducible protein (IP)-10. Group B included IL-10 and IFN-ɣ, which are mainly T-cell/natural killer (NK) cell-derived mediators that are produced in response to stimulation by various pathogens or antigens and are also elevated in the vitreous fluid of eyes with IOL. Group C consisted of IL-22, which is produced by dendritic cells, NK cells, and T helper 17 (T H 17) cells in response to stimulation by bacterial pathogens and initiates the innate immune response to bacteria 15, 16 . Group D included IFN-α2, IFN-β, and IL-26, which are mainly produced by virus-infected cells and play a role in the defence against viral infection 17 . Mediators involved in combatting bacteria (IL-22) and viruses (IFN-α2) were specifically elevated in BE and ARN. Levels of most of the immune mediators were high in BE and/or ARN. A few mediators, such as IL-10, were particularly elevated in IOL. None were selectively elevated in idiopathic ERM or sarcoidosis (Fig. 2 ).
The differences in levels of inflammatory mediators in the vitreous humor between ARN and BE are of interest because these are the most severe types of IU but have different clinical features. Compared with ARN, BE usually shows more severe intraocular inflammation, i.e., acute iridocyclitis with hypopyon, dense vitritis, and widespread necrotising retinitis, and progresses more rapidly. We found that IL-6, IL-17A, IL-22, and G-CSF levels were significantly higher in BE than in ARN, whereas the level of IFN-α2 was significantly higher in ARN than in BE (p < 0.005, Table 5 , Fig. 2 ). Our present findings clearly reflect the role of these mediators in uveitis, particularly IU. 
Causative infectious agents
Virus ---
Positive PCR* ---10 Table 3 . Immune mediator levels in vitreous samples. * The concentration of zero were assigned when the sample values were below the threshold and undetectable.
In the presence of bacterial infection, breaching of the epithelial barrier by bacteria stimulates dendritic cells, which in turn activate naive T-cells in the local draining lymph nodes 15 . IL-6 requires differentiation of naive T-cells to T H 17 cells. Activated T H 17 cells are recruited to the inflamed epithelium. Both T H 17 cells and local dendritic cells secrete IL-22 to promote repair of the epithelium and also secrete antibacterial proteins. IL-17 secreted by T H 17 cells induces epithelial cells to recruit neutrophils, which may also aid in removal of invading bacteria 15, 16 . G-CSF stimulates the proliferation, differentiation, and function of neutrophils, thereby contributing to elimination of bacteria 18 . All mediators specifically elevated in the vitreous fluid of eyes with BE are essential for the host defence against bacterial pathogens. In contrast, IFN-α2, which was specifically elevated in ARN, polarises the immune system towards a specific type of response in order to combat viral infection 17 .
IOL showed a unique pattern of elevated inflammatory mediators in that only the IL-10 level was higher than in the other two disease entities. Previous studies have reported that IL-10, MIG (monokine induced by gamma interferon), B-cell-attracting chemokine-1, basic fibroblast growth factor (bFGF), IFN-γ, IL-6, and IL-8 are elevated in the vitreous humor of eyes with IOL 19, 20 . However, in the present study, IL-10 was selectively increased in IOL whereas bFGF, IFN-γ, IL-6, and IL-8 were also elevated in sarcoidosis, ARN, and BE. In the same way, many cytokines (including IL-1 receptor antagonist, IL-6, IL-8, IFN-γ, and TNF-α) and chemokines (IP-10, MIP-1α, MIP-1β, and RANTES) have been reported to be present in higher concentrations in the vitreous humor of eyes with sarcoidosis than that in those with ERM 21, 22 . However, we did not detect any inflammatory mediators that were elevated only in sarcoidosis. Immune mediators that had previously been reported to be elevated in the vitreous humor in IOL 19, 20 and sarcoidosis 21, 22 were present at markedly higher levels in ARN and BE than in IOL and sarcoidosis (Fig. 2) . Therefore, most of the mediators thought to be elevated in IOL and sarcoidosis would not be useful biomarkers for uveitis with these aetiologies.
Our data support the suggestion that the IL-10/IL-6 ratio is a diagnostic marker of IOL 23,24 because the IL-10 level was about 620-fold, 4.0-fold, and 7.8-fold higher and the IL-6 level was about 8.2-fold, 210-fold, and 710-fold lower in IOL than in sarcoidosis, ARN, and BE, respectively (Table 3 ). Furthermore, we found that the G-CSF level was about 49-fold and 3600-fold lower in IOL than in ARN and BE and that it was about 2.8-fold and 63-fold higher than the IL-6 level in these two diseases (Table 3) . Therefore, the IL-10/G-CSF ratio may also be useful for diagnosis of IOL and in particular for distinguishing between IOL and BE.
IL-10 was found to be relatively selective for IOL. However, the average IL-10 level in IOL was only 4-fold and 8-fold higher than that in ARN and BE, respectively. Furthermore, the IL-10 level was higher than 200 pg/ml in about 70% of the patients with IOL, 40% of those with ARN, and 12% of those with BE (Fig. 2) , and this overlap decreased the specificity of IL-10 as an IOL-selective diagnostic marker. In contrast, IFN-α2 levels were selectively increased in patients with ARN. The IFN-α2 level was 1000-fold higher in ARN than in IOL while the IL-6 level was 210-fold higher in ARN than in IOL. Only 31% of patients with ARN had an IFN-α2 level less than 10 pg/ml, which overlapped with all of the patients with IOL (Fig. 2) . Therefore, combination of the IL-10 level with the levels of IFN-α2, IL-6, and G-CSF could also be useful for diagnosis of IOL. Cytokine levels have previously been measured mainly in the aqueous humor [25] [26] [27] [28] [29] [30] [31] and rarely in the vitreous humor [19] [20] [21] [22] [32] [33] [34] of eyes with uveitis. The concentrations of cytokines in the vitreous humor are higher than those in the aqueous humor and suggested to be more reliable markers of vitreoretinal disease 23, 35 . Cytokines or inflammatory mediators that have been reported to be present at higher levels in the aqueous/vitreous humor include IL-6, IFN-γ, and IL-10 in ARN 32 and G-CSF, IFN-γ, IL-1α, IL-1β, IL-6, IL-8, IP-10, monocyte chemoattractant protein (MCP)-1, and TNF-α in BE 33, 34 . However, those reports compared the elevated levels of cytokines or mediators between one type of uveitis and a control group with non-uveitic disease (such as ERM [19] [20] [21] [22] , macular hole 19 , cataract 32 , retinal detachment 34 , or diabetic retinopathy 22, 34 ), cadaveric eyes 32, 33 , eyes with toxoplasma chorioretinitis 32 , or a group of patients with uveitis of varying aetiology 20, 32 . In some cases 33 , the data included results from both the aqueous humor and vitreous fluid. There have been no comparisons of mediator levels in the vitreous humor of eyes with uveitis associated with different aetiologies. Therefore, our data are useful for understanding the immunopathology selective to uveitis associated with specific disease entities.
This study has several limitations. First, the number of eyes in each group was relatively small. Second, there were between-group differences in the age and sex distributions. The patients in the ARN group were younger than those in the other disease groups and there was a predominance of female patients in the IOL and sarcoidosis Table 4 . Statistical data for immune mediators in the vitreous humor of patients with ERM and the other 4 uveitic diseases. Represented are p-values generated by the Mann-Whitney U test followed by Bonferroni correction for multiple testing. Significant differences (p < 0.005) are in bold. ↑, significant increase compared with the controls (shown above), ↓, significant decrease compared with the controls.
groups, probably as a result of the epidemiology of these diseases. Third, no inclusion criteria were set regarding current medical therapy, severity of disease, or days between onset and collection of the vitreous samples, which may have affected the concentrations of inflammatory mediators obtained. However, despite these limitations, we believe that the present findings provide important information regarding aetiology-specific inflammatory mediators in the vitreous humor of eyes with uveitis. These findings will need to be validated before the potential utility of these cytokine profiles as disease biomarkers can be assessed. Our study included only small numbers of patients so is best considered a pilot study for future studies to build on. Further research in a larger sample could identify more reliable disease-specific immune mediators that could assist in the diagnosis of uveitis using artificial intelligence. Moreover, further studies of these inflammatory mediators in animal models of autoimmune uveitis and infectious uveitis will help to clarify the importance of immunopathogenesis in uveitis.
In conclusion, we have demonstrated that the aetiology-specific inflammatory mediators elevated in different types of uveitis include IFN-α2 in ARN and IL-6, IL-17A, and G-CSF in BE. IL-10 in IOL, RANTES in ARN, and IL-22 in BE may also be candidate aetiology-specific mediators. These mediators may be involved in the immunopathology of uveitis in different disease entities and contribute to differences in its clinical characteristics. Some of these mediators may be useful diagnostic biomarkers in patients with uveitis. 
Patients and Methods
The study protocol was approved by the internal ethics committees of The University of Tokyo Hospital and National Defense Medical College Hospital and performed in accordance with the principles of the Declaration of Helsinki. Written informed consent was obtained from all patients prior to their participation in the study.
Patients. The Table S1 ). The severity of ocular inflammation was graded according to the criteria established by the Standardization of Uveitis Nomenclature (SUN) Working Group 38 . Briefly, cells in the anterior chamber (maximum 4 points) were graded using a semi-quantitative scoring system of 6 grades (0, 0.5+, 1+, 2+, 3+, and 4+). Vitreous opacity (maximum 4 points) was evaluated using a semi-quantitative scoring system of 6 grades (0, trace, 1+, 2+, 3+, and 4+) based on the clarity of the optic disc, retinal vessels, and nerve fibre layers on fundus examination as reported by Nussenblatt et al. 39 . Retinitis (maximum 4 points) was evaluated using a 5-point grading system (0, 1+, 2+, 3+, and 4+) based on the retinal area that was inflamed on fundus examination as follows: normal, grade 0; limited in a quadrant, grade 1; spreading into 2 quadrants, grade 2; spreading into 3 quadrants, grade 3; spreading into 4 quadrants, grade 4.
Multiplex immunoassay. Multiplex proteomic analysis was used to measure the levels of inflammatory cytokines, chemokines, and growth factors in the vitreous samples. The concentrations of 33 human mediators (IL-1β, IL-1 receptor antagonist, IL-2, IL-4, IL-5, IL-6, IL-7, IL-8, IL-9, IL-10, IL-12p40, IL-12p70, IL-13, IL-15, IL-17A, IL-22, IL-26, IL-27p28, IFN-α2, IFN-β, IFN-γ, TNF-α, eotaxin, MCP-1, MIP-1α, MIP-1β, RANTES, IP-10, G-CSF, granulocyte-macrophage-CSF, bFGF, PDGF-BB, and VEGF; Table 3 ) were measured using a multiplex assay instrument (MAGPIX; Bio-Rad Laboratories, Hercules, CA, USA) according to the manufacturer's instructions. There were no samples in this study where concentrations were above the upper range that could be analysed.
Heat map cluster analysis. The heat map was generated using the gplots package in R version 3.5.3 (R Foundation for Statistical Computing, Vienna, Austria) based on cytokine expression. The color-coded heatmap of the concentrations of the 33 inflammatory mediators provided a good overview of their profiles in the 5 disease entities. First, the heat map analysis was performed using unsupervised hierarchical clustering ( Supplementary  Fig. S1 ). Supervised hierarchical clustering was then performed (Fig. 1) , whereby the x-axis was divided according to disease entity to identify the clusters of elevated cytokines associated with uveitis in each disease. Furthermore, we performed supervised hierarchical clustering across cytokine expression levels in the infectious uveitis group (ARN and BE) and non-infectious uveitis group (IOL and sarcoidosis) separately to identify the disease-specific cytokines in each group ( Supplementary Figs. S4 and S5 ).
Statistical analysis.
The data are shown as the mean ± standard deviation. Because the cytokine concentrations were not normal distributed, we used the non-parametric statistical analyses such as Mann-Whitney's U-test and Kruskal Wallis test. The multi-group statistical analysis of the 5 disease entities was performed using the Kruskal-Wallis test, which resulted in a critical value for significance of p < 0.05 ( Supplementary Table S2 ). The concentrations of mediators were compared using the Mann-Whitney U test based on the pattern of data distribution; a p-value < 0.05 was considered statistically significant. The Mann-Whitney U test was repeated for each cytokine to identify mediators that might be present in higher concentrations in one type of eye disease than in the other diseases. A Bonferroni correction was implemented to counteract any type I error attributable to the multiple comparisons between the 5 diseases, which resulted in a critical value for significance of p < 0.005 (Tables 4 and 5 ). A Bonferroni correction was implemented in the pairwise comparisons between IOL, ARN, and BE, which resulted in a critical value for significance of p < 0.0166 (Table 5 ). Scatter plots were created using
